T he origin of the sand tray technique can be traced to primitive rituals in which protective circles were drawn in the sand to delineate areas of safety and sanctuary. Most mental health professionals, however, agree that it was Swiss psychiatrist Carl lung (c. G. lung Institute, 1981) who first formulated a clinical explanation of the therapeutic value of sand play (Sachs, in press). Margaret Lownefeld and her student Dora Klaff (Klaff, 1980) , both of whom were influenced by lung, developed their own formal versions of this technique based on psychodynamic theory for use with children. A variety of sand tray procedures (Bradway, 1979; Weinrib, 1983 ) have evolved and have been used successfully in the treatment of children and adults with various psychiatric disorders.
My own discovery of the diagnostic and therapeutic value of sand play occurred serendipitously while working on a general psychiatric ward with patients with dissociative disorders. One day, a highly regressed female patient pulled at my arm and indicated nonverbally that she wanted to go to the ward psychiatrist'S private office This psychiatrist, a Jungian analyst, had a tray of sand and a number of objects and figurines that were used in the treatment of non-dissociative disorder patients. The patient had discovered this tray, pointed to it, and asked one of the residents, "Me play'" The resident guessed what she was asking and agreed to her request. The patient worked alone with the tray and objects for several hours before bringing it to my attention. When I first saw what this patient had created, I was immediately overwhelmed by the intensity, chaos, and variety of affect depicted. I was also somewhat surprised, because the patient had seemed unable to communicate verbally since her admission to the unit, yet her creation suggested that she wanted to express the internal chaos and turmoil that appeared to be locked inside her Sensing that this medium might be a way to reach this patient, I began to experiment with it. A more detailed discussion of this patient's history and course of treatment and evolution of my version of the sand tray technique is presented elsewhere (Sachs, in press).
The purpose of the present paper is to present the sand tray technique to occupational therapists for use with patients with dissociative disorders. Therapists may use this technique as (a) a potential screening procedure for patients with dissociative disorders and a history of child abuse and (b) a treatment method for eliciting and working through dissociated trauma. Specific methods by which the occupational therapist can augment the therapeutic value of this procedure are also suggested.
The Sand Tray Technique
My version of the sand tray technique is briefly summarized here. More detailed presentations are avail-able in other sources (e.g., Klaff, 1980) . A wooden box approximately 28\12 in. by 19\12 in. by 4 in. is filled with about 2 in. of sand. A number of human figurines (representative of both sexes and various ages) as well as small replicas of common objects (e.g., houses, cars, furniture) and animals are made available nearby. The patient typically is allowed 1 hI' to work alone with these materials before the work is examined. The patient then describes the sand tray creation and discusses the feelings it elicits. Such discussion begins with a content-oriented approach in which objects are concretely identified and described. This helps the therapist understand the patient's object representations, for example, the people or pets that are important to the patient. Over time, the examination phase of the sand tray procedure shifts to a more structurally oriented approach that stresses the relations between object representations, which shows how closely allied the patient is with various family members. After each sand tray is examined, the therapist discusses the patient's feelings concerning what is represented and regarding the act of creating the tray, the finished product, and the process of taking it apart (Sachs & Sweig, in press).
The sand tray technique appears to function like an implicit, rather than an explicit, memory test. Schaeter (1987) described an explicit memory test as a conscious and deliberate recollection of a past event. Many psychiatric patients, however, appear to be unable to volitionally recall events in their past. In contrast, many patients' sand tray constructions may suggest certain events occurring in their past that they either cannot or do not want to remember. For example, many patients who had been abused were repeatedly threatened with severe physical punishment if they were to tell anyone about their experience. Over time, these threats conditioned them to remain silent, even when interrogated. Furthermore, the patient'S reaction to his or her sand tray creation may suggest an underlying dissociative disorder. The initial sand tray creations of most patients with dissociative disorders typically contain concrete examples of bizarre physical and sexual abuse, as opposed to more symbolic representations. When such patients return to examine the tray with their therapist, however, they often display a strong emotional reaction to their work or deny understanding it or having constructed it. If a patient begins to show a strong emotional response to the tray, then the occupational therapist should stop discussing the tray, reorient the patient to the present, and inform the patient that this sand tray should be discussed with the primary psychotherapist. This will protect the occupational therapist and the patient from haVing to deal with intense emotional memories that are more appropriately addressed in individual psychotherapy.
The sand tray technique is also helpful in the exploration and uncovering of dissociated trauma. The main treatment goal in working with patients with dissociative disorders is to uncover, understand, and work through those memories that were dissociated. Memories are gradually reassociated and integrated into a more unified and organized sense of self. The sand tray technique is an excellent medium for the attainment of this goal, because it allows patients to gradually uncover and process traumatic memories in a manner that no longer overwhelms them. The patient's affect can later be effectively worked through with the primary psychotherapist's help.
Use of the Sand Tray Technique by Occupational Therapists
Although I previously emphasized the content-oriented use of the sand tray (Sachs, in press), I believe this task is suitable for a process analysis, which focuses not on what the patients do, but on how they go about doing it. In this way, the sand tray procedure is similar to many occupational therapy techniques and can be easily incorporated into a routine occupational therapy assessment.
Currently, most mental health professionals are not using the sand tray technique. Because this technique appears to be sensitive to the presence of a history of abuse or the eliciting of dissociative behaviors, however, its routine inclusion at some point in the overall assessment of a psychiatric patient seems justified. The sand tray procedure is more easily used in an occupational therapy assessment than in a psychological or psychiatric examination because of occupational therapy's traditional focus on activities. The occupational therapy assessment may reveal a history of abuse that has not surfaced in routine psychological or psychiatric assessments. This likelihood becomes even more probable when the patient appears to be polysymptomatic and the diagnostic picture seems unclear.
The routine use of the sand tray technique in assessments could complement its use by the primary psychotherapist. For example, in my version of this procedure, the patient is left alone to work with the tray and other materials. The primary psychotherapist, therefore, has little or no knowledge about the process of the patient's sand tray construction. An occupational therapist can prOVide this information by ob· serving the patient's work and taking notes about how it is accomplished. Thus, the occupational therapist would monitor the act of creation, and the primary psychotherapist would assess the completed sand tray.
The follOWing information would greatly enhance the primary psychotherapist's interpretation of the patient's sand tray construction: (a) the method of approach to the sand tray task (i.e., does the patient work as though he or she has an idea of what the final product will look like or does he or she work in spontaneous bursts of activity that become organized over timen, (b) the affect displayed in response to certain objects, (c) indications that the patient tends to animate objects (e.g., does the patient kiss or stroke objectsn, and (d) the factors that seem to influence the selection of an object and where it is placed in the sand. For example, does the patient approach other tasks in the same way as he or she approaches the sand tray? Do life-sized objects in the patient's environment (e.g., chairs, bathtubs, lighted matches) elicit the same type of affective response as similar kinds of miniature objects available for use in the sand tray? Do changes in the patient's sand tray performance parallel changes in his or her behavior in other situations? All of the above questions are asking whether the new adaptive coping skills are generalized. The occupational therapist can apply these suggestions for using this medium in the treatment of patients with dissociative disorders as well as those with other psychiatric disorders.
Conclusion
Patients with dissociative disorders who were victims of early childhood abuse are often psychodynamically complex. The multidisciplinary team's treatment approach affords these patients both verbal and nonverbal opportunities to uncover and successfully process dissociated trauma. Occupational therapy, art therapy, and specific milieu groups offer rich therapeutic environments in which issues of past and present-day living skills can be addressed. I recommend that occupational therapists use the sand tray technique for treat-
